On October 6, 1932, the crown of the tooth had emerged completely from the soft tissues, and a new band was made for it. On November 17, 1932, just one year after the appliance was inserted, the incisal edge of the left central was on a level with the incisal edge of the left lateral incisor, and a skiagram taken at this time shows the density of the newly formed bone, while the outline of the original position of the tooth can still be traced. On March 14, 1933 , the fourth skiagram was taken, and on March 23 the incisal edges of the two central incisors were on the same level, but the moved tooth had a slight labial inclination, not having quite sufficient room to fit between its neighbours. Therefore the band was removed, and the labial spring adjusted to give a slight lingual pressure. At the last inspection the tooth had become slightly loose again, and if it does not tighten satisfactorily, further ultra-violet light applications will be given. The tooth responds normally to thermal changes.
E. S., male, aged 19 years, was seen at Guy's Hospital on January 28, 1932, having a swelling on the left side of the mandible. This swelling was of bony hardness, smooth in character, swelling both plates of the mandible, the outer more than the inner. There were no signs of inflammation and the swelling had only been painful for the previous few days. Skiagrams showed a typical large dental cyst, extending from the left canine to the first molar and down to the extreme lower border of the mandible, both inner and outer plates being extremely thin. The left first premolar was missing and the patient gave a history of having had it extracted about a year previously The left canine was much displaced by the root being pushed forwards by the growth of the cyst and its crown thus tilted backwards. The left second premolar was likewise displaced by the root being pushed backwards and its crown tilted forwards. This displacement of the teeth in the immediate neighbourhood of a cyst was noted as being unusual with cyst formation. I operated on February 4, 1932, under a general ancesthetic. After reflecting a large flap of gum tissue and separating the soft tissues right down to the lower border of the mandible, I opened the cyst and removed the outer wall. The cyst contained-not the usual fluid or even the soft cheesy material sometimes found-but a hard substance of leathery consistency and absolutely dead white in colour. After dissecting and removing the whole of the outer cyst wall, I removed-in as large pieces as possible-the hard white contents and then found the typical glistening epithelial cyst-lining membrane below. This lining membrane was found to be so very loosely connected to the bony wall that it was removed entire and not left attached to the inner wall, as it is in my usual procedure. The gum flap was then tucked in and the cavity packed with sterile gauze for twenty-four hours. The patient made an uneventful and rapid recovery. Microscopically the cyst membrane was found to be lined with a stratified squamous epithelium. The white contents, of which several sections were cut in various directions, consisted simply of layer upon layer of keratinized epithelium and were utterly devoid of any cells or vessels. This, as far as can be ascertained, is quite unique. The patient, a healthy looking woman, aged 19, noticed on September 22, 1932, that her gums were swollen and the swelling was gradually increasing.
She first attended the Royal Dental Hospital on October 6, 1932. There was then general hyperplasia of the gums more marked in the incisor region of either jaw. The teeth were in good condition, but loosened and much covered by the overgrowth of gum tissue. The rest of the mouth was in a healthy condition.
Section of Odontology 1563
Enlarged lymphatic glands could be felt beneath the jaw on either side. No apparent cause for the hypertrophy could be found and nothing in the history indicated or suggested a cause. As an aid to diagnosis the following investigations were carried out: Radiographic examination of all teeth; cultures and direct films made from gum pockets; blood examined and blood-count made; portion of gum excised for microscopical examination.
As an aid to treatment the following procedures were carried out: Teeth scaled and gums atomized; local application of astringents and iodine; mouth-washessuch as Carrel-Dakin solutions and peroxide of hydrogen; vaccine treatment (11 injections at appropriate intervals, commencing with 5 million streps. and reaching 100 million streps.), the administration of avoleum (a vitamin-A preparation) and partial gingivectomy.
Within six months the patient bad lost over a stone in weight, and she complained of feeling weak and of becoming easily tired.
In October, 1932, she had appendicitis and was admitted to the Paddington Infirmary for two or three weeks. It would be interesting to know whether there was any causal relationship between the mouth condition and the appendicitis, as a similar incidence has been noted in other cases.
None of the investigations up to date has thrown any substantial light on the pathology of the condition. The interest of the case lies in the rapidity with which it developed, for within a week the gums had reached almost their present hypertrophied condition.
Pathological The crown and the anterior root ol the second molar are not abnormal, but the posterior root and that part of the mass arising from the third molar germ form a hollowed-out globe lined with enamel in parts, and completely filled with a combination of calcified connective tissue resembling bone, and uncalcified connective tissue with much dental epithelium. Part of this epithelium has undergone cystic degeneration. The dentine is excessively hypoplastic and enamel epithelium has penetrated these areas and prevented fuirther dentine calcification in them. It has then either produced enamel, or atrophied to allow the filling-up of these areas with tissue calcified from the cells of the follicle. This is the first example that I have seen of an apparent invasion of calcifying connective tissue by epithelium. On an original model obtained from an impression taken before the operation, a vulcanite base plate is made to fit that part of the maxilla or mandible which is to remain. Where possible, remaining teeth are used for retention. Wires or flattened coiled stainless steel springs are attached to the free edge of this plate and after the operation, with the plate in position, these are roughly bent to bridge the area to be restored. These wires are covered with a blob of soft wax, reinforced with hard wax, and the softened mass is moulded by finger and spatula to the required restoration. The wax mould is then reproduced in hard and soft (vela) rubber. After the original impression, no further impression is necessary; all further moulding, additions, etc., which may be required, are made by wax moulding in the mouth. One restoration appliance comprises the right half of the maxilla, nose, eye socket and right side of cheek. The palatal restoration appliance carries two vertical pins, on the top of which rested two horizontal tubes; into these tubes were fitted two pins carrying a
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